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Abstract
Objective: To study the effect of health educational video instruction on increasing patients' knowledge
in a hospital waiting area of a developing country.
Methods: An educational video on signs, symptoms, and risk factors of myocardial infarction (MI) was
played in an Emergency Department (ED) patient waiting area of an urban tertiary care hospital in India.
Participants (n = 217) were randomly assigned to two groups: an intervention group that viewed the MI
video (n = 111) and a control group that did not view the video (n = 106). Each group took a standard
survey of thirty-seven questions to assess baseline knowledge pertaining to MI (pretest). The intervention
group then viewed the video and the initial survey was re-administered to each group (posttest).
Results: At baseline (pretest) there was no statistically significant difference between the intervention and
control group in the mean number of correct (18.1 vs. 19.0, p = 0.19), incorrect (9.4 vs. 8.6, p = 0.27) and
unsure (9.6 vs. 9.3, p = 0.78) responses per participant. After viewing the video on MI, the intervention
group had a statistically significant improvement in the mean number of correct responses (27.0 vs. 20.0,
p < 0.001), and a significant decline in the mean number of unsure responses (1.8 vs. 9.4, p < 0.001)
compared to the posttest responses of the control group. There was no significant change in the number
of incorrect responses on the posttest between the intervention and control groups, (8.3 vs. 7.7, p = 0.35),
respectively.
Conclusion: A health educational video can serve as an effective tool for increasing patients' short-term
knowledge and awareness of health conditions in a hospital waiting area of a developing country.
Practice Implications: Health educational videos serve as a public health low cost intervention that
demonstrates clear short term benefits. Health care workers in developing countries can help educate
individuals presenting to hospitals by displaying these videos in hospital waiting areas.
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1. Introduction
As a developing country, India has witnessed unprece-
dented socioeconomic growth in the past few decades.
However, the Indian healthcare system has struggled to
keep up with the increasing demands in an era of rapid
medical and technological advancement [1].
Healthcare delivery in India occurs in a variety of rural
and urban settings, with a majority of patients who are
poor, illiterate, and have limited access to health informa-
tion [2]. Patients often turn to indigenous systems of med-
icine and untrained healthcare providers; even during
serious medical events [3,4].
The lack of recognition of a serious medical event among
populations in the developing world is well documented.
One study in northwest India demonstrated that most
patients lacked awareness of basic signs and symptoms of
stroke [5]. Another study conducted among stroke
patients and those accompanying them had similar find-
ings and suggested that audiovisual interventions may
help to remedy the problem [6]. In the developing world,
video interventions are particularly helpful at teaching
poorly educated, illiterate populations about health issues
[7].
Several studies have been conducted to formally address
the role of educational videos in disseminating informa-
tion to patients. Video-based patient information pro-
vided prior to percutaneous cardiac interventions has
shown effectiveness in improving patients' short term
knowledge about coronary angiography and angioplasty
[8]. Educational videos have shown success in a variety of
clinical settings including Emergency Department (ED)
waiting rooms [9-11] and outpatient clinics. In the urban
U.S. hospital ED setting, Williams et al. [12] demonstrated
an increase in knowledge among patients who were
shown an educational video on heart disease. As far as
implementing educational intervention in the developing
world, Hubley [13] established that usage of video is an
effective tool.
While many studies have demonstrated the utility of vid-
eos as educational tools in industrialized countries, fur-
ther exploration is needed for developing nations,
particularly in hospital patient waiting areas. The impor-
tance of establishing effective educational tools was
underscored by a recent study in Pakistan that reported a
lack of knowledge of modifiable risk factors of heart dis-
ease in patients who had experienced an acute myocardial
infarction (MI) [14]. We studied the use of a health edu-
cational video on MI in a patient waiting area of the ED at
an urban tertiary care academic hospital in India. The
objective was to study the effect of health educational
video instruction on increasing patients' knowledge and
short-term retention in a hospital waiting area.
2. Materials and methods
2.1 Study Type
This is a prospective randomized intervention study
designed to evaluate the effect of a video on short term
knowledge pertaining to myocardial infarction.
2.2. Study site
Within India, the risk of coronary artery disease is greatest
in urban settings [15], so we selected the Emergency room
of a major tertiary care urban health center for this study.
All India Institute of Medical Sciences (AIIMS) is a large
government funded tertiary care academic hospital and
research center in New Delhi, India with a daily census of
about 600 patients in the ED. The busy environment lim-
its physicians in spending adequate time educating
patients about healthy lifestyle choices and prevention. It
was thus determined that the use of health educational
videos in a hospital such as AIIMS may be especially use-
ful in supplementing patients' knowledge during their vis-
its. Furthermore, ED participants were chosen in this
study to sample people from a variety of backgrounds to
give a closer representation of the population at large. A
heterogeneous population enabled measurement of the
video's favorable impact over people of broad back-
grounds and shows that it is widely applicable.
Multiple ED waiting areas are scattered throughout the
AIIMS hospital, and one of these was identified for con-
ducting the study. This waiting area was a section in the
ED where patients with lower acuity are seated.
2.3 Participants
Individuals were selected through a convenience sam-
pling technique. Patients and their family members aged
18 years or above, able to read or understand Hindi,
present in the waiting area were eligible for inclusion in
the study. Of the 238 people approached by the study
team over a seven day period, 217 people met inclusion
criteria and gave the oral informed consent to proceed
with the study.
2.4 Survey questionnaire
The Pretest survey instrument consisted of 37 knowledge-
based non validated questions assessing the participant's
level of understanding on various aspects of MI. It con-
tained 7 stand alone questions assessing basic knowledge
of MI and three separate tables asking respondents to
mark symptoms, risk factors, and therapeutic options per-
taining to MI (Appendix 1–2). Each question allowed the
participant to respond as "yes," "no," or "unsure." Demo-
graphic questions addressed age, gender, educational
level, languages read and spoken, type of family (nuclearInternational Archives of Medicine 2008, 1:14 http://www.intarchmed.com/content/1/1/14
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or extended), past history of heart attack, family history of
hypertension, frequency of exercise, and history of
tobacco/smoking.
The posttest, given to both groups, was identical to the
pretest with the exception of the demographic questions
being omitted. Additionally, the posttest given to the
intervention group which viewed the video, contained
nine questions soliciting participants' attitudes and per-
ceptions regarding the video, its content, feasibility, and
the atmosphere in which it was shown (Appendix 3).
This questionnaire was developed using the direct English
transcription from the video based on the theory of
Bloom [16] who has purported that the question cues
appropriate for knowledge-base questions include lists
and identifying variables and that mastery of a subject can
be obtained through the observation and recall of infor-
mation. Knowledge was thus assessed through various
questions in both the pre-intervention questionnaire and
the post-intervention questionnaire.
The questionnaire was originally composed in English
and later translated to the Hindi language (the national
language of India). Translations in Hindi were checked by
bilingual speakers to assure that questions intentionally
worded as "negatives" remained appropriately meaning-
ful. Furthermore, individuals who only spoke Hindi veri-
fied correct impression and idiomatic meaning of each
question to the research team prior to survey administra-
tion.
2.5 The Interventional Video
A video pertaining to the topic of MI was chosen because
the wide prevalence of cardiovascular disease among the
Indian population has been well-established [17,18]. In
addition, MI is associated with minimal stigma and cul-
tural overlays, general familiarity in the population, and
applicability to adults of both genders, allowing for more
homogeneity among participants. Moreover, increasing
general knowledge of MI is an important goal, because
timely recognition of symptoms and subsequent interven-
tions has been shown to decrease morbidity and mortality
[19-21].
The video was first produced for the study based on the
format of existing health videos in English [22]. The prin-
ciples were in accordance with guidelines from the Amer-
ican Heart Association and the Cardiology Society of
India. A U.S. based practicing Indian cardiologist was vid-
eotaped providing information in Hindi, about the signs,
symptoms, treatment, risk factors and prevention of an
MI. A heart model was used for describing basic heart
physiology and the video included a standardized patient
encounter involving an actor (of Indian origin) discussing
risk factors, signs, symptoms and treatment options corre-
lating to the diagnosis of MI. The video was five minutes
in length.
2.6 Survey administration procedure
Consenting individuals were randomized to either the
control group or the intervention group. Randomization
was done using computer generated sequences, assigning
participants to either of the two groups. Both groups were
administered identical pretest questionnaires. Then, the
intervention group was taken to a separate room and
shown the interventional video. After the 5-minute video
ended, both control and intervention groups were given
posttest questionnaires. The research team emphasized
that discussion of responses should not occur between
subjects and this was evident by no observed discussion
amongst participants during survey completion.
Data collection for this study occurred over a period of
seven consecutive days with multiple survey administra-
tion and video intervention sessions during each day. For
each session, the sequence of participant selection, rand-
omization, group segregation, and survey administration
was identical. Overall, there were 106 controls and 111
subjects in the intervention group, for a total 217 partici-
pants (see Figure 1). After all members of both groups
completed posttests, these surveys were collected and cor-
rect answers were explained.
To ensure uniformity in questionnaire administration
among both literate and illiterate subjects, a member of
the research team read a standard script of the pretest and
posttest aloud for illiterate participants.
All data from pretests and posttests were compiled and
analyzed by members of the research team that were una-
ware if a particular survey was done by a participant in the
control or intervention group. Institutional review board
approval was obtained from AIIMS prior to initiation of
this study.
2.7 Statistical analysis
Statistically significant differences in demographics of
both intervention and control groups were calculated
using chi squares test for categorical variables and 2-sam-
ple t-tests for continuous variables. 2 sample t-tests was
also used to determine statistically significant differences
in the mean number of correct, incorrect and unsure
responses per participant between pretest and posttest for
both groups. All statistical calculations were done by
Graph Pad In Stat 3.0 software. Differences were consid-
ered statistically significant at p < 0.05.International Archives of Medicine 2008, 1:14 http://www.intarchmed.com/content/1/1/14
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3. Results
Analysis of demographic data showed no significant dif-
ferences between control and intervention groups on all
measured variables, except "years of formal education"
(with the intervention group having a higher level of edu-
cation) and "history of hypertension" (with a greater
number of participants in the intervention group report-
ing that they lacked knowledge of whether or not they had
hypertension). Analyses shown are done after adjustment
for education levels and hypertension history (See Table
1).
At baseline (pretest), the mean numbers of correct, incor-
rect and unsure responses per participant for intervention
Flow diagram depicting the study design Figure 1
Flow diagram depicting the study design. Baseline demographic characteristics of participants in control and intervention 
groups.
Intervention group (n=111) 
Subjects enrolled
and randomized (n=217)
Control group 
(n=106)
Pretest survey (n=111) 
Subjects screened 
 (n=238 ) 
15 No consent 
6 Did not meet inclusion 
criteria
Excluded cases
            Randomization
Pretest survey (n=106) 
Watched video (n=111) 
Post test survey 
(n=106)
Intervention
Post test survey (n=111) 
Analyzed (n=111)  Analyzed (n=106) International Archives of Medicine 2008, 1:14 http://www.intarchmed.com/content/1/1/14
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versus control groups were as follows: (correct: 18.1 vs.
19.0, p = 0.19, incorrect: 9.4 vs. 8.6, p > 0.27, unsure: 9.6
vs. 9.3, p = 0.78), respectively. There was no statistically
significant difference noted amongst the baseline knowl-
edge pertaining to MI, with respect to our questionnaire
between intervention and control groups.
Posttest results showed significant changes in responses
between intervention and control groups. The mean num-
bers of correct, incorrect, and unsure responses per partic-
ipant for intervention versus control groups on posttest
were as follows: (correct: 27.0 vs. 20, p < 0.001, incorrect:
8.3 vs. 7.7 p = 0.35, unsure: 1.8 versus 9.4, p < 0.001),
Table 1: Baseline demographic characteristics of participants in control and intervention groups.
Characteristic Control group
n = 106
Intervention group
n = 111
P value
Age 35.6 (SD 10.6) 34.8 (SD 10.3) 0.75
Gender 0.1
-Male 84 (79) 93 (84)
-Female 22 (21) 18 (16)
Role in emergency department: 0.75
-Patient 35 (33) 35 (32)
-Family member 56 (53) 58 (52)
-Friend/caretaker 15 (14) 18 (16)
Mother tongue 0.42
-Hindi 105 (99) 109 (98)
-Other 1 (1) 2 (2)
Family characteristics 0.55
-Nuclear family 20 (19) 22 (20)
-Extended family 85 (80) 89 (80)
Years of formal education 0.024
-None
-< 5 0 (0) 1 (1)
-6–10 2 (2) 7 (6)
-11–12 12 (11) 15 (14)
-College 51 (48) 40 (36)
-Graduate school 25 (24) 36 (32)
16 (15) 12 (11)
Hx of smoking/tobacco use? 0.25
-Yes 58 (55) 55 (50)
-No 48 (45) 56 (50)
Exercise 0.43
-None 53 (50) 52 (47)
-Once a week 11 (10) 9 (8)
-2–3 times a week 16 (15) 18 (16)
-4–5 days a weeks 7 (7) 5 (5)
-Daily 19 (18) 27 (24)
Diabetes Mellitus 0.23
-Yes 0 (0) 2 (2)
-No 84 (79) 82 (74)
-Do not know 22 (21) 27 (24)
Hypertension 0.038
-Yes 12 (11) 8 (7)
-No 82 (78) 81 (73)
-Do not know 12 (11) 22 (20)
Family history of Hypertension? 0.25
-Yes 44 (42) 38 (34)
-No 54 (51) 62 (56)
-Do not know 8 (8) 11 (10)
History of myocardial infarction? 0.076
-Yes 9 (9) 6 (5)
-No 95 (89) 98 (88)
-Do not know 2 (2) 7 (7)
2a Comparison of the mean number of Correct responses amongst both groups. 2b Comparison of the mean number of Incorrect responses 
amongst both groups. 2c Comparison of the mean number of "unsure responses" amongst both groups.International Archives of Medicine 2008, 1:14 http://www.intarchmed.com/content/1/1/14
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respectively (See Table 2). There was a statistically signifi-
cant increase in the number of correct responses and
decline in the number of unsure responses for participants
in the intervention groups in comparison to those who
did not see the video (See Figure 2). No significant change
was noted in the number of incorrect responses amongst
posttest intervention and control groups (8.3 vs. 7.7, p =
0.35). Responses to the 9 questions that assessed the atti-
tudes of viewers in terms of the video content and overall
applicability are shown in Table 3.
4. Discussion and conclusion
4.1. Discussion
Dissemination of information to patients in the develop-
ing world has been an ongoing public health struggle due
to limited health care access and illiteracy. Our study
aimed at using a unique form of technology to dissemi-
nate information and to study the effects of video on
short-term educational benefits. Pandey et al. [23] recently
demonstrated an increased utilization of health services
following an intervention that informed poor popula-
tions of entitled health services. That study found that
individuals were not aware of the resources they could uti-
lize and called for educational interventions for improv-
ing the utilization of such resources. A video intervention
may be particularly useful in rural non-hospital settings to
inform individuals about the services provided at the hos-
pital.
We hypothesized that viewing of health educational vid-
eos in patient waiting areas in developing countries is
effective in the short-term. Our results show that waiting
areas are effective places for visual health educational
instruction through video.
There was a significant increase in the number of correct
answers and a decrease in the number of unsure answers
by participants in the intervention group after viewing the
video. This strongly suggests that the video was useful in
increasing the short term knowledge of signs and symp-
toms, prevention, and treatment of MI.
The average wait time at the ED of a major hospital similar
to AIIMS in another developing country was found to be
an average of 40 minutes prior to triage [24]. The instruc-
tional video utilizes a patient's wait for educational pur-
poses. In our study, two third of participants felt that they
learned something they did not know about heart disease
after watching the video.
Many physicians are unable to spend time during the
patient encounter to convey basic health concepts and
preventive knowledge. Health instructional videos offer
timely information so that patients can gain the most out
of a physician visit by asking informed questions and hav-
ing a basis upon which to understand the answers. In our
study, all of the responders felt that they learned some-
Comparison of responses amongst both groups Figure 2
Comparison of responses amongst both groups. 2a 
shows mean number of correct responses per participant, 
along with standard error bars, for both control and inter-
vention groups in their pretest and posttest.  No significant 
difference is observed between the pretest in the mean 
number of correct responses for control vs. intervention 
groups.  However, a statistically significant rise in mean 
number of correct responses is present in the posttest sur-
vey of the intervention group versus control, p< 0.001. 2b 
shows mean number of incorrect responses per participant, 
along with standard error bars, for both control and inter-
vention groups in their pretest and posttest.  No significant 
difference is observed in the mean number of incorrect 
responses for control vs. intervention groups. 2c shows the 
mean number of unsure responses per participant, along with 
standard error bars, for both control and intervention 
groups in their pretest and posttest.  No significant differ-
ence is observed between the pretest mean of unsure 
responses for control vs. intervention groups.  However, a 
statistically significant decline in the mean number of correct 
responses is present in the posttest survey of the interven-
tion group versus control, p< 0.001.
2a 
2b 
2c International Archives of Medicine 2008, 1:14 http://www.intarchmed.com/content/1/1/14
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thing valuable from the video, 98% believed that it would
potentially lead to some form of behavioral change and
one third of participants remarked that they would change
their lifestyle "a great deal" after viewing the video. These
high and idealistic percentages of positive feedback do
raise a question of the veracity of participant's responses.
It is unlikely that such a high percentage of participants
will drastically alter their lifestyle based on a very short
educational video. Perhaps a post intervention survey can
be given to investigate how many people did alter their
lifestyles. As far as the participant acceptability of this
video, approximately ninety percent of the responders felt
the ED setting was an effective venue for playing videos,
and seventy five percent felt that the length of the video (5
minutes) was ideal. With ongoing research and feedback
from viewers, the educational videos can be readily
adapted to meet the changing needs of a medical center
and the individuals that it serves.
Our study implicates that the placement of television sets
and VCD players in clinical settings is beneficial. The
expense for the entire setup in minimal and it requires
minimal infrastructure to maintain over time.
This opens the possibility of creating health educational
videos that are culture and disease specific, tailored to
meet the needs of each particular region for each unique
context in developing countries. Topics as wide-ranging as
proper diet, exercise, motional/mental health, and STD
prevention and treatment are all amenable to this form of
patient education.
Our study has several notable limitations. First, this was a
cross-sectional study and we did not administer follow-up
questionnaires to determine whether there was long-term
retention of information or change in health behaviors
following the viewing of the video. Another delayed post-
test after a month would be helpful in gauging the
increase in long-term knowledge base of the participants.
Second, administering identical knowledge based ques-
tions in the pretest and posttest may have skewed results
because participants who watched the video may have
paid particular attention to parts of the video that they
knew were being tested.
Third, it is important to note that an experimental survey
was used for our study. Such a survey enabled us to meas-
ure the change in knowledge related to several aspects of
myocardial infarction after viewing an educational video.
However, it is likely not a very useful tool in identifying
specific knowledge strengths and weakness in the studied
population. This is because specific domains are not
defined and validated within the experimental survey.
Lastly, our study was conducted in a busy teaching hospi-
tal in New Delhi that serves as a tertiary care center for an
economically impoverished patient base, and thus results
may not be easily extrapolated to other populations. Fur-
ther studies are needed to explore the utility of this health
education tool in waiting areas of other hospital settings
such as primary care or health centers in rural areas of the
developing world.
4.2. Conclusion
This study suggests that health educational videos may
have an applicable role in educating patients in hospital
waiting areas of the developing world. Health educational
videos when played in patient waiting areas of a develop-
ing country such as India have efficacy in short-term edu-
cation of patients about health and medicine. In
particular, the videos may help patients recognize key
signs and symptoms of a critical condition. Implementa-
Table 2: Numerical results comparing the mean number of correct, incorrect and "unsure" responses per participant 
Control Intervention group t test Control Intervention group t test
group
(pre test)
n = 106
(pre test)
n = 111
p value
control vs.
intervention
(pre test)
group
(post test)
n = 106
(post test)
n = 111
p value
control vs. intervention
(post test)
Mean number of correct 
responses per participant
19.0 (95% CI:
17.8–20.1)
SD: 5.4
18.1 (95% CI:
16.9–19.2)
SD: 5.8
P = 0.19 20.0 (95% CI:
18.9–21.0)
SD: 5.2
27.0 (95% CI: 
25.9–28.1)
SD: 5.5
P < 0.001
Mean number of incorrect 
responses per participant
8.6 (95% CI:
7.5–9.7)
SD: 5.0
9.4 (95% CI:
8.2–10.5) 
SD: 4.8
P = 0.27 7.7 (95% CI:
6.6–8.7)
SD: 4.6
8.3 (95% CI:
7.4–9.4)
SD: 4.6
P = 0.35
Mean number of "unsure" 
responses per participant
9.3 (95% CI:
8.2–10.4)
SD: 6.7
9.6 (95% CI:
8.5–10.7)
SD: 7.3
P = 0.78 9.4 (95% CI:
8.3–10.5)
SD: 6.7
1.8 (95% CI:
1.2–2.3)"
SD: 3.0
P < 0.001
of both control and intervention groups. 95% confidence intervals are also shown, along with standard deviations (SD). Data are from pretest and 
posttest surveys given to each group. P-values are generated using the 2- samplet-test, and considered statistically significant at p < 0.05.International Archives of Medicine 2008, 1:14 http://www.intarchmed.com/content/1/1/14
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Table 3: Responses to questions assessing the participant's perspective after viewing the educational video on MI. 
QUESTION 1: Did you find the information on the video helpful?
Somewhat- 3 7 (6.3%)
Quite a deal- 4 51 (45.9%)
A great deal- 5 53 (47.7%)
QUESTION 2: Did you learn something you did not know about heart disease after watching the video?
A little- 2 4 (3.6%)
Somewhat- 3 7 (6.3%)
Quite a bit-4 25 (22.5%)
A great deal-5 75 (67.6%)
QUESTION 3: Was the atmosphere in the emergency department a good place to view the video?
Yes-1 99 (89.2%)
No-2 10 (9.0%)
Unsure-3 2 (1.8%)
QUESTION 4: Did you feel comfortable watching the video in the emergency department waiting room?
Not at all- 1 9 (8.1%)
A little-2 4 (3.6%)
Somewhat-3 14 (12.6%)
Quite a bit-4 46 (41.4%)
A great deal- 5 38 (34.2%)
QUESTION 5: How would you rate the length of the video?
Too short- 1 2 (1.8%)
A little short-2 8 (7.21%)
About right-3 82 (73.9%)
A little bit long-4 5 (4.5%)
Too long- 5 14 (12.6%)
QUESTION 6: Would you watch this video again if you could?
Yes-1 109 (98.2%)
No-2 0 (0%)
Unsure-3 2 (1.8%)
QUESTION 7: Do you think you would get more information if this video was shown in a place other than the Emergency Department?
Yes-1 31 (27.9%)
No-2 67 (60.4%)
Unsure-3 13 (11.7%)
QUESTION 8: After watching the video, do you think you will change any part of your current lifestyle to decrease your chances of heart disease?
Not at all- 1 2 (1.8%)
A little-2 5 (4.5%)
Somewhat-3 20 (18.0%)
Quite a bit-4 47 (42.3%)
A great deal- 5 37 (33.3%)
QUESTION 9: Was it difficult to watch the video in the Emergency Department waiting room?
Not at all- 1 72 (64.9%)
A little-2 26 (23.4%)
Somewhat-3 9 (8.1%)
Quite a bit-4 2 (1.8%)
A great deal- 5 2 (1.8%)
Results shown are percentages of the total numbers of participants choosing that response. Responses are from intervention group only (n = 111).International Archives of Medicine 2008, 1:14 http://www.intarchmed.com/content/1/1/14
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tion of brief educational health videos could provide
patients information while they wait for their appoint-
ment, and in turn may improve the quality of physician
visits.
A previous study conducted in the Emergency Department
setting of a U.S. hospital demonstrated positive utility of
a video was shown to patients to improve knowledge of
coronary artery disease [11]. Our study is unique in that it
reports such effectiveness of a video in the ED waiting area
of a developing country. This study serves as an initial
exploration of the utility of health educational videos in
patient waiting areas of a developing country. Further
studies are needed to elucidate the role of video in other
health care settings and long-term retention of knowledge
and behavioral change. If videos are found to be effective
teaching instruments for these populations, culturally
sensitive videos may be generated to meet the ever-chang-
ing needs of patient populations around the world. Future
research can elucidate the challenges and barriers that
may be present in such areas of hospitals. Furthermore,
exploration is needed in determining variations in cul-
tures that warrant an adaptation of such educational tools
for respective regions throughout such countries.
4.3. Practice implications
This study aims to better utilize the time that patients
spend in waiting areas. Since visual media is a tool with
demonstrated efficacy for health education; videos played
on televisions in these waiting areas have a high potential
for meeting health educational objectives in a variety of
clinical settings.
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Appendix
See Tables 4, 5 and 6
Table 4: Appendix 1. Following are questions 1–8 from administered survey.
1. People who smoke cigarettes have a GREATER chance of having a heart attack.
_____True
_____False
_____I am not sure
2. People who exercise DECREASE their chances of having a heart attack.
_____True
_____False
_____I am not sure
3. Smoking DOES NOT affect your chances of having a heart attack.
_____True
_____False
_____I am not sure
4. ALL people have the SAME symptoms of a heart attack.
_____True
_____False
_____I am not sure
5. Chewing an aspirin as soon as you have signs of a heart attack is a GOOD thing.
_____True
_____False
_____I am not sure
6. When you have a heart attack, it DOES NOT matter WHEN you go to the hospital.
_____True
_____False
_____I am not sure
7. You can control your chances of having a heart attack by eating well.
_____True
_____False
_____I am not sureInternational Archives of Medicine 2008, 1:14 http://www.intarchmed.com/content/1/1/14
Page 10 of 12
(page number not for citation purposes)
Table 5: Appendix 2. Following are questions 11–37 from administered survey.
Which of the following are common symptoms of a heart attack?
Question Number Yes No Unsure
8 Sudden pain or heaviness in chest
9 Being drowsy
10 Passing urine
11 Pain going from chest to left arm or under the throat
12 Blindness
13 Sweating throughout the body
14 Dizziness
15 Increased hunger
16 Difficulty in breathing
17 Fever
Which of the following increases the risk of having a heart attack?
Question Number Yes No Unsure
18 Smoking cigarettes
19 Weight loss
20 Obesity
21 Depression
22 Hypertension
23 High cholesterol level in the blood
24 Daily exercise
25 Eating chocolates
26 Sleeping too much
27 Diabetes
Which of the following helps a person when they are having a heart attack?
Question Number Yes No Unsure
28 Chewing aspirin
29 Taking a short walk
30 Eating fruits
31 Drinking water
32 Placing ice on chest
33 Going immediately to the nearest hospital
34 Sitting alone in a dark room
35 Eating vegetables
36 Receiving medication through a vein
37 Drinking teaInternational Archives of Medicine 2008, 1:14 http://www.intarchmed.com/content/1/1/14
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